1. Introduction {#sec0005}
===============

First described by Rene Jacques Croissant de Garengeot in 1731 [@bib0005], De Garengeot's hernia was defined in 2005 as a femoral hernia containing part or all of the vermiform appendix [@bib0010]. Femoral hernias account for approximately 3--4% of all hernias [@bib0015], with only 1% of those femoral hernias containing a vermiform appendix [@bib0020]. The presence of an acute appendicitis is rarer still. We believe this condition has been reported less than 100 times in the literature and to our knowledge there is no published gold standard for surgical approach.

Whilst the diagnosis of an irreducible femoral hernia can be made on examination, a De Garengeot's hernia is often only made intra-operatively due to its irregular clinical presentation.

2. Presentation of case {#sec0010}
=======================

A 62 year old female was referred to the surgical team at her local district general hospital after seeing her GP complaining of a one week history of abdominal pain, and a swollen tender right groin. The patient was afebrile, normotensive but tachycardic at 104 beats per minute. She had normal haematological and biochemical parameters, but a raised acute phase protein level, with a CRP of 62 mg/L.

On examination she had a painful, erythematous, irreducible swelling in her right groin consistent with a strangulated femoral hernia. No imaging was arranged as this may have delayed operative intervention. The patient was scheduled on the emergency theatre list and consented for a repair of this hernia, as well as the possibility of small bowel resection ([Fig. 1](#fig0005){ref-type="fig"}).

McEvedy\'s approach was adopted in anticipation of a strangulated section of bowel, and to allow for a possible resection. Laparoscopic approach was not considered for this emergency case. The hernia was identified, the sac opened, and the contents inspected. Inside the sac was a gangrenous vermiform appendix with some turbid free fluid ([Fig. 2](#fig0010){ref-type="fig"}). A timely appendicectomy was performed, and the stump buried inside the caecum. The hernia sac was excised, and the defect repaired using nylon suture without the use of a mesh.

The patient was discharged two days after admission with a total course of five days' antibiotics. Two months after this presentation the patient was seen in a follow-up clinic, and was well with no recurrence of the hernia or any wound infection. Histology confirmed the presence of appendicitis, with the distal 30 mm of the specimen showing marked necrosis.

3. Discussion {#sec0015}
=============

A De Garengeot's hernia most commonly presents with a right groin mass which is often painful and erythematous [@bib0025]. Raised inflammatory markers and pyrexia are also common findings. On examination, signs of appendicitis can often be ambiguous. The displacement of the appendix into the femoral hernia can ablate any right iliac fossa peritonism that one associates with appendicitis [@bib0020]. This means this condition mostly presents like an incarcerated femoral hernia rather than an appendicitis.

Femoral hernias (and therefore De Garengeot's hernias) are more common in women, with one review showing 78% of its patients were women [@bib0025]. As with femoral hernias, the older population are also more at risk from this affliction with an average age of 71.5 years [@bib0025]. A vermiform appendix is not the only unusual structure to be found in a femoral hernia, with parts of the small intestine, colon and even stomach being reported inside the sac [@bib0030].

Two theories exist to explain why an appendix may become involved in a femoral hernia. One is that it may be secondary to an anatomically large caecum that extends down forcing the appendix into the true pelvis. Another theory surrounds abnormal intestinal rotation and caecal attachment [@bib0030], [@bib0035].

Whilst femoral hernias can be diagnosed clinically, the presence of an appendix within one is very difficult to assess clinically. Computerised tomography (CT) scanning is considered an effective way to image a De Garengeot's hernia [@bib0025], [@bib0030] with the use of multiplanar reformations being used to good effect in some cases [@bib0030]. Ultrasound can also be diagnostic for the condition, however lacks the accuracy of the CT scan [@bib0025].

Treatment should be with swift appendicectomy and repair of the hernia. There are currently no guidelines on whether or not a mesh is appropriate. It would seem appropriate to avoid foreign bodies such as a mesh in the presence of infection [@bib0040], [@bib0025].

Post-operatively, the most common complication has been documented as wound infection, infecting up to as many as 29% of patients [@bib0020]. Review of case reports suggested an average post-operative stay of just over six days. With our case we also opted to give several days antibiotics post-operatively given the gangrenous nature of the appendix.

This case report has been written in line with the CARE guidelines [@bib0045] for accurate and concise case report articles.

4. Conclusion {#sec0020}
=============

We present an interesting case of a De Garengeot\'s hernia; a rare condition with dual pathology, of which we believe there are less than 100 published cases. Our patient was managed successfully with a shorter than average hospital stay (4) and successful follow-up, free of wound infection. A single groin incision was satisfactory to repair the hernia, and undertake the appendicectomy.
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